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Exactly one hundred years ago Harrison Cripps was awarded the Jacksonian prize for his essay on the surgical treatment of rectal cancer (Cripps 1880 ) reporting a collected series of 36 patients whose rectal cancer had been exposed by simple division of the anal sphincters and removed by wide excision. Although no attempt had been made to suture the divided sphincters, 23 of these 36 patients had regained normal defecation with anal continence and, perhaps of more significance, nearly half seem to have been cured.
It is recorded that, as a surgeon, Cripps always knew exactly what he wanted to do and did it in the simplest, quietest, most gentle manner without one unnecessary or purposeless movement. There is no doubt that he was a master of surgical technique but, reading the fifth edition of his book, published in 1907, and studying the carefully recorded series of 380 patients referred to him for treatment of their rectal cancer, it is apparent that he was meticulous in his predperative examination and assessment of each individual patient. In 97 of these 380 patients he recognized clearly that there was no place for any form of surgery, that the kindest treatment for them was relief of pain by use of drugs. In 143 cases he assessed the primary growth to be too advanced for local resection and introduced the use of an inguinal colotomy; for the majority of these patients this brought about an improvement in the quality and, in a few, an unexpected prolongation of life. He also introduced typhlotomy (which we now call caecostomy) as a simple temporizing measure for those patients presenting at the stage of acute large bowel obstruction. Eighty-five patients were assessed by him to have primary growths suitable for wide local excision. He was by no means over-cautious in his selection, because many in this group seem to me to have had large cancers. Nor was he timorous in his surgical attack, opening up the peritoneum widely when necessary and removing long tubes of rectum. Approximately half the patients treated by wide local resection were 'cured'. A 50 % cure rate is a good one, but we must remember that in Cripps's whole practice only one out of every 5 patients presented at what he considered to be a curable stage of their disease. So, it is sad that his personal success in carefully selected patients should have led to the indiscriminate use of local excision and, inevitably, poor results. The pendulunm had swung too far when local excision came to be accepted as the orthodox treatment for all rectal cancers.
As a young surgeon, Ernest Miles practised what he had been taught but, reviewing the results in his own patients and in those of other surgeons, he was appalled by the very high incidence of local recurrence. He considered that these poor results were due to inadequate removal of lymphatics and of lymph nodes. He postulated downward, lateral and upward spread. It was on the basis of this extent of spread that he evolved his radical abdominoperineal resection. There is some doubt about the exact date, but I believe he performed the first operation in 1907, at the Cancer Hospital (now The Royal Marsden Hospital). The work of Ernest Miles (1908, 1926) was a tremendous contribution. -It halted the swing of the pendulum which then began to move in the opposite direction, slowly at first but faster as it gained momentum. Forty years after he had performed his first operation, at the time of his death in 1947, Miles's radical abdominoperineal resection had come to be accepted as the standard orthodox operation for all rectal cancers. The pendulum had completed its swing to the opposite direction; surgical dogma had again been established; the work of Harrison Cripps had been completely forgotten and the practice of local excision discredited.
As curative surgery for rectal cancer, Miles's operation remains immune to criticism. The price to be paid for possible cure is, of course, a permanent colostomy. So we can understand why, at about the time of Miles's death, a few surgeons began questioning the need to sacrifice the anal canal for growths sited at the rectosigmoid junction, wondering whether continuity could safely be restored in these patients. There is no doubt that they were right to question this need because patients do dread the prospect of a permanent colostomy. Even today, when social conditions are so much improved, patients are better informed, and excellent appliances are free under the Health Service, the dread of colostomy persists. Indeed, it may well be one of the reasons why patients with rectal cancer still present at a late stage of their disease. The fear may be illogical, but is not easily dispelled.
Tentatively at first, but with increasing confidence, the use of anterior restorative resection was extended to include growths situated in the upper third of the rectum. The records from St Mark's Hospital show how, over the course of the next twenty years, the percentage of patients treated by anterior restorative resection increased from 6 % in 1947 to 34% in 1967, but then levelled off at about this proportion of one-third of all patients. Early fears that anterior resection might prove to be inadequate cancer surgery have been dispelled. Indeed, statistics are quoted showing a better five-year survival for patients treated by anterior resection than for patients subjected to abdominoperineal resection. It would be wrong, however, to conclude from these figures that anterior resection is a better cancer cure operation because like is not being compared with like, reminding me of the story of the puzzled farmer who could not understand why his black horses ate more than his white horses, until it was pointed out to him that he had more black horses! Patients treated by anterior resection do live longer because their cancers are situated in the highest third, enjoying a peritoneal barrier, whereas those growths sited lower down in the rectum, treated by abdominoperineal resection, are free to invade the pararectal tissues. Conversely, there are statistics to show that anterior resection carries a higher operative mortality and morbidity. Certainly there may be a higher incidence of postoperative complications, and I am sure that discussion will continue for many years about such details as how best to prepare the bowel, about techniques for anastomosis, and whether these should be protected by a temporary colostomy, or by a caccostomy, and what sort of drains are the best ones. All these, however, are details. Basically, anterior restorative resection for rectosigmoid and upper-third growths is a good operation and is now firmly established, and rightly so, as the operation of choice for approximately one-third of patients with rectal cancer.
Anatomical Level ofPrimary Growth Selection, based on the anatomical level of the primary growth, is the first dimension. I accept that, in the spectrum of selective surgery, the width of the anterior resection band is about right, namely one-third of the whole spectrum. Let me, therefore, leave these highest-third growths and focus attention on patients with growths sited lower down. Must all these patients still be subjected to a permanent colostomy? How far can this process of selection, based on the anatomical level of the growth, be extended safely, to salvage some proportion of these patients?
(1) Primary growths sited in the mid-third of the rectum with the lower edge 8-12 cm from the anal verge: When conditions are favourable, as in a thin female patient with a wide pelvis, it is possible to carry out a low anastomosis safely, via the abdominal exposure, but when circumstances are less favourable, it can be a difficult and indeed a dangerous operation, so why endanger your patient, exhaust yourself, lash your assistants and blame the theatre lighting, trying to carry out such a difficult task? Why not take the easy, safe way and do the anastomosis from below? Localio & Stahl (1969) evolved an excellent synchronous combined technique. The a,bdominal exposure is via an oblique incision; lower access is obtained by removing the coccyx. The mobilized bowel is then drawn down tirough this large opening, the appropriate length of bowel is resected and continuity restored by end-to-end anastomosis. In their hands this operation has produced good results, but surgeons are individualists and like to do their own thing. Parks (1972) has evolved his own excellent technique for low anastomosis through the dilated -anal canal and his results are impressive. I seem to need, however, the wider exposure afforded by division of the anal sphincters to enable me to see clearly what I am doing (Mason 1970) . A criticism of my combined operation (Mason 1974) is that the patient requires to be repositioned from the supine position, which I use for the transabdominal part of the operation, to the prone position, which I like for the transsphincteric anastomosis part. However, despite the anxiety of anwsthetists not conditioned to this change of position towards the end of a long operation, this movement does not upset patients, provided the repositioning is done carefully and correctly. The advantage of my two-part operation is that, for surgical exposure, it enjoys the best of both worlds; a full-length left paramfiedian incision provides the best exposure for abdominal resection of colon and rectum right down to the pelvic floor. The rectum can be transected distally between clamps, well below the lower edge of the growth and, proximally, the colon is transected at a carefully chosen site. The intervening length of bowel is removed and the proximal colon drawn down to lie correctly orientated and comfortably abutting the anal stump before closure of the abdominal wound. With the patient now positioned prone it is necessary only to open up the somatic sphincter complex and this exposes the colon, seen lying correctly placed and ready for end-to-end anastomosis to the anal stump. This colo-anal anastomosis is carried out with ease and comfort, the surgeon enjoying clear vision. The benefit to be derived from these two surgical exposures more than compensates for the need to reposition the patient. But these are technical details. Whichever you care to choose, these are good operations, both in theory and in practice. They fulfil the presently accepted criteria for cancer-curing surgery and they preserve normal deftcation with anal continence. Of course, they are major operations and can be time consuming. There is an operative mortality in old, poor-risk patients and there are postoperative complications, needing careful management, but all the time and trouble involved is more than amply rewarded by the gratitude of the patients who have been spared a permanent colostomy and enjoy normal defecation. I am sure that in the spectrum of selective surgery there should be a band of reasonable width representing restorative surgery for mid-third growths. I feel confident, too, that early fears about adequacy of cancer cure will be dispelled, but when we come to compare results we will need to remember that the overall results for midthird cancers cannot be expected to be as good as those for upper-third growths, regardless of the type of surgery used.
(2) Cancer sited in the lowest third of the rectum: Theoretically, these should all be treated by abdominoperineal resection, but is a permanent colostomy really necessary in all these patients? We have tended to overlook the fact that there is a proven overall local recurrence rate of 15 % when these patients are trieated by abdominoperineal resection, even in the best centres. I suspect the true overall incidence is higher than this figure. It is pertinent, therefore, to enquire whether the price paid, a permanent colostomy, constitutes a good bargain for all patients with lowest-third cancer.
Technically, it is possible to resect many of these low placed cancers, and to restore continuity without loss of continence, by one of several well-known pull-through techniques. In my experience, however, it causes less disturbance of function if the sphincters are divided cleanly than if they are stretched. The transabdominal part of the operation is the same as that for midthird growths, namely dissection right down to the pelvic floor, but it is not possible to clamp and to transect the bowel, with an adequate margin of healthy tissue, distal to the growth. So, having done as much mobilization as is necessary, the completely mobilized rectum and distal colon are left lying free in the peritoneal cavity. The chosen site for proximal transection of the colon is marked with orientating stitches before the abdominal wound is closed. The patient is now repositioned prone and the anal canal is opened up by division of both the somatic and the visceral sphincters. The distal edge of the cancer can be seen clearly, so making sure that the line of distal transection will be well clear of this lower edge. Further dissection can now be carried out under direct vision, if necessary, from this lower exposure, and then the completely mobilized bowel, containing the growth, is drawn down through the widely opened up anal canal, until the marking sutures come into view. After transection of the colon, continuity is restored by colo-anal anastomosis, wrapping the anal canal round so as to match the colon. The 'T' junction, rather surprisingly, has presented no healing problems. The operative mortality and the postoperative complications are no different from those following the transabdominal resection and transsphincteric end-to-end anastomosis used for mid-third growths. The pattern of defecation is an interesting one, deviating somewhat from the normal, but there is a progressive improvement in quality over several months, and all patients have eventually regained what they consider to be an acceptable pattern. They are emphatic that, even if this entails having to get up early, having to pass a small stool up to six or seven times during the twenty-four hours, this is preferable to the temporary colostomy of which they have had an adequate experience. I should explain here that I have now pocketed my pride and opted for safety. I establish, as a first step in the operation, a completely defunctioning colos-tomy just distal to the hepatic flexure. This is closed when all the wounds have healed cleanly and the low anastomosis is felt to be pliable and healthy. For adequate control it would seem, from experience, that the only essential requirement is a healthy puborectalis sling. From the purely technical aspect, therefore, there is no limit to the use of restorative resection. But, as I said earlier, there are significant anatomical differences which affect prognosis. Upper-third growths enjoy a peritoneal barrier but, as we go down the rectum, the two muscular tubes converge until, finally, when we come to the anal canal zone, there is virtually no barrier between the inner visceral tube and the outer somatic tube so, at the lower end, only those primary growths which have not yet transgressed the inner muscle tube are suitable for restorative surgery.
Stage ofPrimary Growth
This brings me, now, to the second dimension, the stage of the primary growth. Can we hope ever to achieve the necessary accuracy of preoperative clinical staging which would make it possible for us to widen the band of restorative surgery without prejudice to cancer removal? As we have seen, the problems of surgical technique can be overcome; preoperative clinical staging remains, now, as the major challenge. It is unfortunate that I need to emphasize the distinction between a pathological staging, based on examination of the resected specimen (the now universally accepted Dukes ABC classification) and a preoperative clinical staging which we need but do not have. The Union Internationale Contre le Cancer (UICC) tried to apply their TNM classification to rectal cancer but, unfortunately, this attempt has now been abandoned. In the section headed 'Colon, Rectum and Anal Canal' (1974) we can read: 'The classifications issued in 1966 and 1967 are withdrawn. No other classifications are at present proposed.' This sentence is followed by a blank page in their booklet.
To go back again a little way in history: In July 1974 I received a letter from Dr Cuthbert Dukes in which he wrote:
'When I was appointed pathologist at St Mark's in 1922 and attended meetings of the Sub-Section (as it was then called) of Proctology at the RSM there were frequent discussions about rectal cancer, with comparisons of different methods of treatment. Mr J P Lockhart-Mummery was then senior surgeon at St Mark's and he decided to classify his patients before operation into early cases, moderately early and late cases. He told me about this and I soon found, when I came to examine the operation specimen, that he tended to be too optimistic in his forecasts! Many of his early cases proved to be more advanced than he thought from his preoperative assessment. It was after discussion of this problem with him that I suggested 'A' for cases in which the growth proved to be localized to the wall of the rectum, 'B' for cases with local extra-rectal spread but no lymphatic metastases, and 'C' for cases with lymphatic metastases. I think we began this about 50 years ago -but these are only the recollections of an octogenarian (approaching his 84th birthday this year). I, have always acknowledged a great debt of gratitude to the inspiration of working with the late J P Lockhart-Mummery. The ABC classification was the result of frequent talks together 50 years ago.' Half a century ago, the stimulus was from a surgeon to his pathologist colleague but over the past fifty years there has been a two-way flow of ideas and stimuli, explaining, I believe, why St Mark's Hospital, a small old-fashioned building and surely a source of irritation to tidy-minded administrative planners, should be the Mecca of colorectal surgeons. As an example, ten years ago Dr Basil Morson (1966) issued a challenge to surgeons, presented as a short paper to this Section. His message was that, if we could recognize an 'early' cancer of the rectum before operation, we could cure this cancer by lesser surgery than the conventional abdominoperineal resection. My reaction was that the gauntlet should be taken up and I realized that if I made use of the information which he had given us about the natural history of a rectal cancer I could perhaps evolve, by detailed clinical investigation, assessment and deduction, an acceptable preoperative clinical staging (Mason 1975) .
Over the past ten years I have tried to correlate what I could determine before operation with what I could see in longitudinal macrosections cut through the fixed resected specimen. Fig 1  does , I hope, summarize the natural history of rectal cancer. It is based on the careful study of photographs of macrosections. Fortunately, rectal cancer is an unsophisticated growth, its progress being characterized by invasion in depth, up to the stage of full-thickness invasion of the rectal wall. It is fortunate, too, that primary growths sited in the lower two-thirds are within reach of the index finger, which can appreciate degrees of mobility corresponding to the depth of invasion. The four clinical stages (CS I to CS IV) which I use are based primarily on degrees of mobility. It is on this basis that I have tried to evolve selective surgery for lower rectal cancers.
A cancer probably starts life as an excess of surface epithelial growth which, when it projects high enough above the surface of the surrounding mucosa, we can recognize as a polyp. For as long as this polyp continues to grow on the surface it remains a benign epithelial neoplasm, curable by simple polypectomy. 
CS. If Mobile
and Fig 1 shows the abrupt transition from cancer edge to normal mucosa. Clinically, it is an edge which can be seen and felt (except, of course, in those rectal cancers developing on the background of ulcerative colitis). The surrounding mucosa looks and feels healthy. The primary growth is mobile and I classify this as a CS II cancer, but, with experience, the index finger can appreciate that the mobility is less than that of a freely mobile CS I cancer.
Up to this stage (CS II) 900% of primary rectal cancers are curable by local resection, but because they are larger they require tube resection rather than elliptical excisiona closed tube resection for mid-third growths and a partially open tube for lowest-third growths.
Clinical Stage III: Returning to the natural history, invasion in depth proceeds straight on to full-thickness rectal wall invasion, then on into the extrarectal tissues. It is the presence of extrarectal growth which imparts, to the examining finger, an impression of 'tethered mobility'. I classify this as a CS III primary growth,, but this is clearly an oversimplification because what was a predictable progress up to the fascia propria barrier now changes suddenly to an unpredictable spread. Although the spearhead attack which characterized progress straight across the wall of the rectum can continue in similar fashion across the pararectal fat, it is more likely, once the barrier of fascia propria has been breached, to change, as shown in Fig 1, into a series of flanking movements: one of these flanking movements is shown in a downward 'direction but, nearly always, we can anticipate the likelihood that the flanking movement will be upwards. The malignant cells are free to infiltrate lymphatic vessels and, when these are permeated, the spread is usually also upwards, to involve first adjacent nodes and then higher nodes. The downward lymphatic spread postulated by Miles (1926) is, in fact, quite rare. However, at this stage the incidence of lymph node involvement rises to lie at some unknown point between 10 % and 90 % In trying to assess the extent and direction of extrarectal spread I'have taken into account all other factors which can be assessed, including the additional information obtained by examination under general anesthesia. I indicate my assessment of the extent of extrarectal spread by adding plus (+) and minus (-) symbols to the basic CS III but, even so, I have to admit that I am on ,unsure ground. Confronted with so many variables which cannot be measured accurately, what then is the best operation? Orthodox teaching is that low placed growths at this stage should be treated by abdominoperineal resection. It is a good operation which has stood the test of time, so this would be my advice to the patient in the first instance. However, 1 would take note of the patient's reaction to the prospect of a permanent colostomy and for a fit patient I would offer, as an alternative, a combined operation with preservation of the anal canal. In the present state of our knowledge I think we must still hope that removal of higher placed involved nodes can improve the prognosis. However, even with these radical resections, the extent of lateral clearance is determined by the anatomy of the pelvis. For a poor-risk patient I believe, therefore, that I am ethically justified in starting off with the lesser procedure, which can achieve the same lateral clearance as a radical resection. This would not preclude a more radical operation at a later date if, after careful examination of the resected specimen, together with my pathologist colleague, we were agreed that this had not been adequate treatment. At worst it could be considered as a good excision biopsy, but surgeon-pathologist consultation is essential. Morson & Dawson (1972) have expressed this in a more kindly fashion: 'It is greatly in the interest of patients that there should be very close collaboration between the clinician and the pathologist at the level of personal contact.' I have been privileged to enjoy this sort of relationship and I am sure that my patients have benefited. The method of handling the resected specimen is very important. The method which I have found to be of greatest value in my attempt to correlate my clinical staging with the pathologist's final verdict is to stitch the opened up bowel on to a sheet of cardboard, doing this carefully to avoid distortion, to place the stitched out specimen into a shallow flat plastic tray and to leave it immersed in formalin for a few days. Then, using a really sharp knife, it is possible to make a long vertical cut through the fixed bowel, passing through the centre of the carcinoma without distortion of the tissues. When recoloured in spirit it is remarkable how clearly the various layers can be seen by the naked eye and recorded by the camera on colour film. A stained and then photographed macrosection, taken from this cut surface, does add a little more information. I can learn a lot by palpation of the freshly resected specimen but unfortunately I cannot see the layers and the depth of invasion on the face of a cut made through a fresh specimen as clearly as I can after fixation in formalin and then recolouring in spirit. Most pathologists rightly prefer to examine the freshly resected specimen, so I am grateful that Dr Goodier has allowed me to keep the specimen till I have made my longitudinal cut after fixation. He will, of course, take smaller blocks from the primary growth and surrounding tissues and dissect out the nodes for microscopic examination. We can then compare notes. In many of the radically resected specimens there has proved to be no spread beyond the block of tissue which would have been removed by tube resection. If we could achieve the necessary accuracy of clinical staging these patients could have been spared the more radical operation. Clinical Stage IV: I classify as CS IV those primary growths which have transgressed the pararectal space to invade an adjacent structure. They feel 'fixed' if they have invaded bone, and for these it is doubtful whether there can be any place for primary 'curative' surgery. I must resist the temptation to digress from my main theme and to consider the possible role of preoperative radiotherapy and say only that, in my experience, full dose irradiation can make curative surgery possible for some patients with these advanced primary growths. The sphincters will, however, need to be sacrificed, because they do not heal or regain function after being irradiated to a dose in the order of 6000 rads. The term 'fixed' needs some qualification; an advanced primary growth may have a degree of transmitted mobility if the structure invaded has, itself, some mobility, so I have compromised by using the expression 'tethered fixation'. A female patient, however, with an advanced anterior wall primary growth is fortunate in having an expendable uterus and posterior vaginal wall, but male patients are less fortunate. After operation on patients with primary growths at this advanced stage, regardless of how radical the surgery may be, local recurrence, growing from residual cancer cells, is to be expected. An abdominoperineal resection may well prove to be the best radical palliative procedure. I am sure there is no place for local resection in an attempt to palliate symptoms from locally advanced cancers.
Because of the narrowing interval between the somatic and visceral tubes, the right advice to patients with CS IV growths sited in the lowest third should be an abdominoperineal resection. But, confronted by a female patient begging to be spared a permanent colostomy, I would be prepared to consider local resection if her growth was sited on the anterior wall and provided that I had her consent to proceed to an abdominoperineal resection if, during the course of the operation, I found this to be really necessary. The knowledge that an honest attempt has failed usually leads to happier acceptance of a permanent colostomy. I accept these low placed anterior wall growths in female patients for trial because, even after full thickness excision, removing the anterior half of both sphincters, patients do regain control provided they are left with a healthy puborectalis sling.
Syntchroniouts Epithelial Neoplasms
These constitute the third dimension. At least onethird of all patients found to have a primary rectal cancer will have one or more coexistent benign but potentially malignant polyps; a smaller, but significant, proportion will have a second or even a third carcinoma higher up in the large bowel. The need for routine sigmoidoscopy is accepted. Unfortunately, the necessity for good quality barium enema studies, carried out before any form of surgery is undertaken for a proven rectal cancer, has not yet been generally accepted. This is an essential preoperative examination. The finding of multiple synchronous polyps may well dictate total colectomy, even if the presenting rectal cancer is at an early stage and considered to be eminently suitable for local resection. Flexible fibre optic endoscopy may not always be available to complement the contrast enema. The number of experienced endoscopists is still small; the number competent to remove multiple polyps is even smaller.
Metachronous large bowel cancers are not rare, but it is probable that many have originated from benign polyps whose presence was not recognized at the time of the surgery for the first cancer. Whatever the explanation, there is no doubt that patients who have had one rectal cancer treated successfully are at risk of developing a second prinmary growth, but in accepting the need for careful follow up of this higher risk group we need to be realistic. Knowing the length of the polyp-cancer sequence, a reasonable compromise, in the absence of symptoms, would seem to be sigmoidoscopy once a year and barium enema examination every two or three years.
Disseminated Disease
Selection based on a three dimensional conceptthe level, the stage, and the awareness of synchronous lesionsis a nice, tidy one. Unfortunately, there is a fourth dimension, disseminated disease, about which we know little and which can upset this whole system of clinical staging. The mathematician's fourth dimension is as difficult to understand as is disseminated disease. The Oxford Dictionary does, however, give an algebraic definition: 'Number of unknown quantities contained as factors in a product.' If we exclude one quantity, the patient with clinically manifest metastatic deposits, we are still left with a large number of unknown quantities. We can suspect early dissemination if the primary, although small, has been shown on biopsy to be an anaplastic growth. For this we are exhorted to apply the heaviest punishment. It may seem paradoxical, but a histological grading of anaplastic cancer could be an indication for simple local excision and, here, I must make mention of Proc. roy. Soc. Med. Volume 69 April1976 8 other unknown quantities, immunosurveillance and immunotherapy, but only to retreat hastily from these as yet largely unexplored territories.
There may well be a place for chemotherapy, but I must return to. my main theme -selective surgery -and look at the spectrum which seems to have emerged over the past ten years in my surgical treatment of rectal cancer. The abdominoperineal and local resection bands, at opposite ends of the spectrum, are of approximately equal width, each about one-sixth ofthe whole spectrum. Anterior restorative resection is firmly ensconced, occupying one-third, and the combined resection band is of about the same width. But this is a spectrum refracted through a surgical prism. More bands of colour should emerge if and when we can use a multidiscipline prism. It is the transsphincteric local resection band which interests me, the Harrison Cripps band which appeared a century ago, was lost to view for some fifty years, but is reappearing now as a narrow band. I feel sure it has come to stay, but could it be widened? The answer must be a qualified and cautious 'yes', but only if-we can diagnose a higher proportion of rectal cancers at a sufficiently early stage and achieve the necessary accuracy of preoperative clinical staging of each individual cancernot by over-enthusiastic pursuit of surgical techniques. A review of my first 50 patients confirms this. The majority of patients in the 80 % success group had, in retrospect, CS I and CS 1I growths with a sprinkling of CS III growths. The majority in the 20% failure group had CS III and CS IV cancers.
Coiclusioln
No two patients with rectal cancer are ever exactly alike. Surgeons have learned to reeognize, before operation, some of the major differences which distinguish one patient from another. Pathologists can find other differences from their examination of the resected growth. Careful follow up and the passage of time may reveal differences which must have been present but not recognized at the time of the original treatment, either by surgeon or by pathologist. There is no dearth of alternative sphincter-saving surgical techniques. The lack, if we aspire to choose the best operation for the individual patient, is an accurate pre-treatment clinical staging. This is the challenge; to achieve success we will need the fielp of colleagues from many disciplines.
